properly cited.
Introduction
Hypertension and high cholesterol level are the most common cardiovascular risk factors requiring long-term drug therapy [1, 2] . Evidence from the past few decades shows that pharmacotherapy of hypertension and high cholesterol level reduces cardiovascular mortality and morbidity [2] [3] [4] [5] . A recent evidence shows reductions of total cholesterol and systolic blood pressure to be important risk factor changes to decrease coronary heart disease mortality [6] .
Positive changes in people's health behaviour play an important role in prevention of hypertension and high cholesterol level. Especially physical activity and healthy diet with low amount of saturated fat and frequent consumption of vegetables have positive effect on levels of blood pressure and cholesterol [7] . Furthermore prospective epidemiological studies have shown clear relationship of overweight and obesity with cardiovascular morbidity and mortality [8] [9] [10] .
There are a very few studies examining health behaviour changes among people who are under medication for hypertension and high cholesterol level. A recent study from UK found out that cardiovascular medication is linked with lower uptake of health-enhancing physical activity [11] . It is also suggested that those people who begin use of statin therapy do not change significantly saturated fat intake after a six-month follow-up [12] . According to these findings, we hypothesized that people with medication for hypertension and/or high cholesterol level do not change their health behaviour, which is indicated by fat intake, physical activity, and weight loss.
Methods

Subjects.
The analyses are based on the Good Aging in the Lahti Region (GOAL) program: a longitudinal study where three birth cohorts (born in 1926-1930, 1936-1940, and 1946-1950) will be followed up during 10 years . The baseline study including survey questionnaire and clinical check-ups was conducted in 2002 with the target sample of 4,272 persons. The participation rate was 66% (n = 2, 815). The design and the sample of the study have been described in more detail elsewhere [13] . In the present study, participants in the two youngest age cohorts (1936-40 and 1946-50 ) who took part in the clinical check-ups and answered to the survey in 2002 and 2008 were analysed (n = 1, 428). The oldest age cohort was pooled out from the analyses as body weight among the older adults tends to decrease along ageing due to the physiological changes in the body.
Measures.
As a part of the clinical check-ups, body mass index (BMI) was calculated as measured weight (kg) divided by the square of measured height (m 2 ). Waist circumference (WC) was measured by locating the upper hip bone and placing a measuring tape around the abdomen (ensuring that the tape measure was horizontal). BMI and WC were used as continuous variables in the analyses.
Usage of medication for hypertension and/or high cholesterol was based on self-reports, classified into four categories: (1) medication for hypertension, (2) medication for high cholesterol, (3) medication for hypertension and high cholesterol, and (4) no medication.
Physical activity was assessed based on a question: "how much do you practice physical activity and strain yourself physically on your spare time? If physical strain varies a lot during seasons, mark the alternative which best describes your average situation?" This question was measured using a four-point scale: (1) I mainly sit and perform tasks that do not require much physical activity nor physical strain, (2) I walk, cycle, or do other moderate-intensity physical activities at least 4 hours per week, (3) I am engaged in fitness exercise training at least 3 hours per week, and (4) I train for competitive sports several times per week.
Participants were asked about the type of fat used on the bread and in cooking. A two-item variable was constructed to represent use or avoidance of saturated fat. Both variables were dichotomised as 0 = avoidance of saturated fat (butter, butter-oil mixture, and hard margarine) and 1 = use of saturated fat. Use of vegetables was dichotomised as 0 = daily use and 1 = less than daily use.
Sociodemographic variables were used mainly for control purposes in the analyses. These included gender, age, education, marital status, and area of living. Categories of these variables and distribution (%) of sociodemographic factors and medication groups are shown in Table 1 .
Statistical Methods.
Repeated-measures ANOVA [14] was used to detect any univariate differences in BMI, WC, and physical activity between medication groups. Means of BMI, WC, and physical activity (PA) for medication groups at baseline and follow-up are reported in Table 2 . Usage of saturated fat and vegetables was measured using categorical variables. This is why binary logistic regression analysis was employed to predict their usage in the medication groups. Results from the binary logistic regression were quoted only in the text.
Ethical Considerations.
The studies will not entail any significant foreseeable risk or harm to the participants' health A significant time-by-group interaction was observed for both BMI and WC among the youngest birth cohort, that is, the baby boomers (the date well covers the baby boomers, who in Finland were born immediately after World War II and during a short time span). Those baby boomers who had medication at the baseline in comparison to those without medication had higher increase of BMI (P < 0.01) and WC (P < 0.01) at the follow-up ( Table 2 ). The highest mean Adjusting for gender, marital status, education, and hypertension/cholesterol medication in 2008. * * P < 0.01. b Statistically significant between group differences; < indicates lower increase in BMI or waist circumference. NM: no medication, H: medication for hypertension, C: medication for high cholesterol, and HC: medication for hypertension and high cholesterol.
Results
WC increase (5.7 centimetres) was seen among those who had medication for both hypertension and high cholesterol at the baseline. Pairwise comparison showed that those with no medication and those with cholesterol medication had lower increase of BMI and WC than those in other categories. Furthermore, those with medication for hypertension and for both hypertension and cholesterol had similar increase of BMI and WC (Table 2 ). There were no major changes or disparities in physical activity between medication groups.
The binary logistic regression analysis revealed that, among the baby boomers, the use of saturated fat had increased significantly in the group of hypertension medication in comparison to those without medication. Use of vegetables did not change significantly between medication groups (data not shown). Adjusting for sociodemographic variables did not have any major effect on these results.
For older birth cohort WC change was smaller among those receiving hypertension medication compared to those without medication and with cholesterol medication. There were no major changes or disparities in health behaviours between medication groups among those born in 1936-40.
Discussion
Our findings support partly the hypothesis that individuals with medication for hypertension and/or high cholesterol level do not lose weight or change their health behaviour.
The hypothesis got support especially among the baby boomers.
In spite that most of the physicians report that they usually follow at least one set of clinical guidelines for primary cardiovascular disease (CVD) prevention [15] , the present study together with previous studies [11, 12] gives evidence that people do not change their health-related behavior which is part of the recommendations attached to the guidelines. It is essential to use drug therapy for lowering risk levels, for example, among those who have a genetic predisposition to CVD. On the other hand, continuing unhealthy behaviour together with drug treatment may lead to a double burden. For instance most of the smokers and obese individuals attain balanced blood pressure and cholesterol level using appropriate medication and may therefore feel to be protected. At the same time smoking and obesity both increase the risk of CVD and many other diseases. In this sense medication may rock one into a false sense of security.
In a study conducted by Stamatakis et al. [11] those adults with cardiovascular medication were physically more inactive than those without medication. In the present study no such disparity was found. One explanation for the discrepancy between these studies could be different questions on physical activity and also the different age span of the studied populations. Our results are partly in line concerning previous evidence on unchanged saturated fat intake among people who use statins [12] .
Even though the data used in the present study is not representative at the national level, the circumstances in the study area do not differ much from the national averages. One of the strengths of the data is its longitudinal, rather than cross-sectional, design. As the information from the use of medication and health behaviours was based on self-reports, we could not fully eliminate the possible selfreport bias as a contribution to our findings. Although the leisure-time physical activity used lacks validation, a comprehensive review has shown that no single physical activity questionnaire has proven superior [16] . Due to the data we were not able to analyze dietary fat more thoroughly. However, the questions used are the same that have been assessed in major Finnish population studies [17] .
Even though medication for hypertension has led to impressive cut in the incidence of strokes [18] , health behaviour to reduce the risk for hypertension should not be forgotten (reduced salt intake, increased potassium intake by eating more fruit and vegetables, cut smoking, reduced alcohol consumption, and increased exercise) [17] . Also weight loss should be a top of intervention strategies as it has positive impact on level of blood pressure and cholesterol [19] . These behaviour modifications also have the advantage of improving the patient's quality of life. As the relationship between health behaviour and increased risk for certain chronic diseases has been well established, results from the present study emphasize the importance of primary health care to take more active role in health promotion.
